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HOW TO USE THIS REPORT

The Trends in Teen Pregnancies and Their Outcomes in Montana report is published by the
Montana Department of Public Health and Human Services, Women’s and Men’s Health
Section. The report is intended to highlight trends related to statewide teen pregnancy rates,
health disparities, protective and risk factors over a fifteen year period, and encourages local
communities to build capacity toward teen pregnancy prevention efforts. Please reference the
Definition of Terms found at the end of this report.

Pregnancies are estimated by counting live births, fetal deaths (weighing 350 grams or more or
greater than 20 weeks gestation, if the weight is unknown) and induced abortions reported to the
Montana Office of Vital Statistics. This number is most likely an underestimation of the actual
number of pregnancies, as it does not include unreported pregnancies, or miscarriages that occur
early in pregnancy. Pregnancies and live births are reported for Montana residents only. Live
births, miscarriages, and abortions that occurred to Montana residents outside of Montana may
not be included in this number. Not all states record the same statistics or consistently report
such vital events to other states. The denominator data for all rates and tables is based on
population estimates from The National Center for Health Statistics.?

Pregnancy rates are calculated by dividing the number of pregnancies to females ages 15-19 by
the estimated midyear population of 15-19 year old females (produced by the Census Bureau),
and multiplying the result by 1,000. Rates are reported as the number of pregnancies per 1,000
population of females ages 15-19.

Families and communities are the most influential factors in a teen’s life, and can make the most
progress in teen pregnancy prevention. Many communities and individuals throughout Montana
are currently mobilized to prevent teen pregnancy. In honor of their work, we have included
profiles of such efforts throughout this report.

Numerous teen pregnancy prevention stakeholders rely on this report including: state program
staff, decision-makers (such as county commissioners, tribal leaders, and legislators), non-
governmental organizations (such as Big Brother Big Sisters), youth-service organizations,
schools, AmeriCorps*VISTA members, doctors, nurses, public health staff, teachers,
administrators, and community members.

Information from this report is most commonly used to:
Compare with other risk behavior data
Generate public awareness

Locate resources on teen pregnancy prevention
Influence decision-makers

Apply for program funding

Create a community-specific needs assessment.
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HOW TO USE THIS REPORT

Though an overview of various statewide teen pregnancy indicators from the Montana
Prevention Needs Assessment (PNA) and the Youth Risk Behavior Survey (YRBS) are
presented in this report, we encourage readers to review the PNA and YRBS for more detailed
data on any specific indicator for their community.

In addition to this report, supplemental materials, as well as links to further resources, are
published on the Women’s and Men’s Health Section Website. These materials include data
tables for Montana counties, tools for conducting local needs assessments, resources for families
and educators, capacity-building tools, and supplemental reports.

For an electronic copy of this report or an alternate format, contact:
Montana Department of Public Health & Human Services

Public Health & Safety Division

Family & Community Health Bureau

Women’s and Men’s Health Section

PO Box 202951

Helena, MT 59620

(406) 444-3609
http://www.dphhs.mt.gov/PHSD/Women-Health/famplan-index.shtml



http://www.dphhs.mt.gov/PHSD/Women-Health/famplan-index.shtml

OVERVIEW

Teen pregnancy rates in Montana and the nation have declined between 1991 and 2005.
However, the decline in Montana teen pregnancy rates occurred primarily between 1991 (69 per
1,000) and 1999 (52 per 1,000) when the rate decreased 33%. National teen pregnancy rates
after 2002 are not yet available. Preliminary state and national birth data from 2006 indicates an
increase in teen pregnancy and birth rates from the previous year.

Figure 1: Teen pregnancy rates, females, ages 15-19, Montana and US, 1991-2005
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The Montana teen pregnancy rate remained relatively stable between 2000 (51 per 1,000) and
2005 (49 per 1,000), with a 5-year rate (2001-2005) of 50 pregnancies per 1,000. Most teen
pregnancies in Montana occurred to teens 18 and 19 years of age.

Figure 2: Teen pregnancy rates, females,
by age group, Montana, 2001-2005
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The teen pregnancy rate in the United States is
estimated to be more than twice as high as that in
neighboring Canada.®®> However, methods of
calculating teen pregnancy rates differ between
countries and the same timeframes are not always
available. A more standard comparison is teen birth
rates, which still indicate that both the US and Montana
have much higher rates than Canada.’*

Montana teen pregnancy rates are

lower than national

rates, but the

United States still ranks among the
highest in the developed world for teen
pregnancies.

per 1,000

Figure 3: Average teen birth rates, females,
ages 15-19, 2001-2005
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Teen pregnancy rates among American Indians, Montana’s largest minority group, are
significantly higher than the statewide rate. While one in five Montana females will become
pregnant before the age of 20, two in three American Indian females will become pregnant
before age 20. In 2005, the teen pregnancy rate for Montana American Indians was
127 per 1,000, compared with 49 per 1,000 for the state as a whole.



OVERVIEW

Glacier, Big Horn, Roosevelt, Blaine, Rosebud, Hill, Mineral, Cascade, Lake, and
Yellowstone counties have the top ten highest five-year rates (2001-2005) of teen
pregnancy in the state.

More than forty years of research has been dedicated to teen pregnancy prevention,
with the National Campaign to Prevent Teen and Unwanted Pregnancy emerging as
the leader in research in this area. Using risk and protective factors from their
recent publication, Emerging Answers 2007, this report provides insight into the
statewide influencers of teen pregnancy. These factors are broken down into
various “domains” including community, family, peer and individual. Two state-
sponsored surveys, the Youth Risk Behavior Survey and the Prevention Needs
Assessment, use similar domains (with some variation in definition) to poll
Montana students on their exposure to certain risk and protective factors for teen
pregnancy.

Although each pregnant teen experiences a unique situation, factors such as family
disruption, being economically disadvantaged, peers who engage in rebellious and
high-risk behavior, using alcohol and/or drugs, and having multiple sex partners
may contribute to an increased risk of teen pregnancy. Factors such as high family
connectedness, parent-child communication, condom/contraceptive use, and greater
connectedness to school are more likely to protect teens from pregnancy.

Families and parents continue to be the most influential people in a teen’s life, in
large part; parents must initiate conversations with teens on sexuality. Younger teens are more
likely than older teens to cite parents as being most influential. Research from the National
Campaign to Prevent Teen and Unplanned Pregnancy suggests that teens want their parents to
bring up these topics to them; they do not want to be the ones to bring them up to their parents.

Figure 4: Responses to ""When it comes to descisions about sex, who is the most influential?** ,
females and males, by age group
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PREGNANT TEENS IN MONTANA

Age. Most pregnant teens in Montana are 18 or 19
years of age. Over the past 15 years, the pregnancy
rate for all age categories has declined. However,
as Figure 5 shows, the decline in Montana teen
pregnancy rates occurred primarily between 1991
and 1999.

Figure 5: Teen pregnancy rates,

Teen pregnancy rates per 1,000, by age group
15-17 18-19 15-19

MT (2005) 259 88.6 493

US (2002)* 423 1256 754

*most recent year for which data is available

females ages 15-19, Montana, 1991 - 2005
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State and national teen
pregnancy statistics are broken
into three age categories: 18-19
year olds; 15 -17 year olds; and
teens under the age of 15.
Teens in each category differ
markedly from one another in
biological and social maturity,
in educational level, and in
legal status. Please Note:
because of the low number of
pregnancies of teens under the
age of 15, the charts and
tables focus on teens between
15 and 19 years of age.

Figure 6: Distribution of teen pregnancy,
by age group, Montana, 2001- 2005
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PREGNANT TEENS IN MONTANA

Eighteen and nineteen year old teens are still considered adolescents although they
may have limited adult rights and responsibilities (i.e., voting). Older pregnant
teens in Montana are characterized by the following:®

Education. Slightly more than half of older teens who give birth are high
school graduates (52%); another 7% have completed one or more years of
college. However, more than one-third (40%) have not completed high

school by the time their babies are born.

Prenatal care. Older teens that carry their pregnancies to term are more
likely than younger teens to seek prenatal care within the first trimester
(70%) and make nine or more prenatal visits (72.1%).

Fifteen to seventeen year old teens are considered minors
They are characterized by the following:’

Education: Most teens in this age group who give
birth are still in high school (89%) while 10% are
high school graduates.

Prenatal care. For those young teens whose
pregnancies resulted in a live birth, only 62%
began prenatal care within the first trimester;
66.5% had 9 or more prenatal visits to a health
care professional.

in the eyes of the law.

The younger the
pregnant teen, the less
likely she was to seek
prenatal care in the
first trimester of
pregnancy.

Teens under age 15 are referred to as “very young teens” and are characterized by the
following:®

Education. A little over half of very young teens
who give birth under age 15 have an eighth grade
education (55%) while 21% have completed the 9th
grade. One in five (20%) teens younger than 15

have less than an 8th grade education.

In 2005, there were 22
pregnancies reported
among Montana teens

ages 14 years and

Prenatal care. For those very young teens whose younger.

pregnancies resulted in a live birth, less than half
(45%) begin prenatal care within the first trimester.

Only 3 of 5 (59.4%) make 9 or more prenatal visits.



PREGNANT TEENS IN MONTANA

Figure 7: Trimester prenatal care began, by age group,
Montana, 1991-2005
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Prior Pregnancies. Approximately one in four pregnant teens (26%) in Montana
has had a previous pregnancy.’ This percentage has decreased slightly since 1991
when 29% of pregnant teens reported being pregnant before.

Older pregnant teens are more likely to have had a previous pregnancy. Of
pregnant 18 and 19 year old teens in Montana in 2005, one in three (29%) reported
a previous pregnancy. During the same time period, 15% of 15 to 17 year old teens
had reported a previous pregnancy.

Marital Status. Since 1991, premarital childbearing has increased not only among
teens, but also among women of all ages. Being unmarried and having a baby has a
growing level of acceptance in American society.!® The US Census reports that in
the 1930’s, 82% of first births occurred to married women compared to 59% of first
births in the 1990’s.**

Among all Montana teens ages 15 to 19, 86% of births were to unmarried females.
Patterns of marriage and childbearing among Montana teens differ according to the
mother’s race. Children born to unmarried mothers represented 82% of all births to
White teens in 2005; in 1991they accounted for 68% of births. Among American
Indian teens, 95% of children were born to unmarried mothers in 2005; this
proportion has increased from 85% in 1991.

Figure 8: Percent of live births to unmarried teens
ages 15-19, Montana, 2001-2005
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PREGNANT TEENS IN MONTANA

According to the US Census (2003), the
median age at first marriage has increased for
both men and women, and is now reaching 27
years for men and 25 years for women. In
Montana, the median age for first marriage is 24 for
women and 26 for men.

The median age for first
marriage in Montana tends to
be lower than it is nationally.

Patterns of Teenage Sexuality. The National Campaign to Prevent Teen Pregnancy analyzed
data from the National Longitudinal Survey of Youth 1997 to determine which month teens first
have sex. This survey reports on a nationally representative sample of 8,984 teens born between
1980 and 1984. Survey results on when teens first have sex do not indicate a difference between
summer months (June-August) and months when school is commonly in session (September-
May). Twenty-eight percent of teens surveyed in the 1997 National Longitudinal Study of
Health reported first having sex during June — August, in other words, one-third of the sample
had sex during one-third of the calendar year.'?

Birth record data Other studies have examined the timing of sexual intercourse and
do not indicate a conception to determine if there is a pattern in timing of conception for
peak in summer teens. A study conducted by the University of Texas (2001) found
conceptions for only modest variation by month of conception of live births to teens
Montana teens. aged 15 to 19."* Contrary to popular belief, there was no summer peak
in conception.

Montana birth record data indicate that patterns of conception timing are similar among teens
and older women. It is difficult to accurately estimate the date a pregnancy was conceived from
birth record data. The date of the last menstrual period is the most common method for
estimating the gestational age and approximate date of conception, but this method has some
limitations. The date of the menstrual period does not necessarily coincide exactly with the date
of conception. Spotting during early pregnancy may be mistaken for menstruation. In addition,
women, and particularly teens, may have difficulty remembering the date of their last menstrual
period; in 2001-2005, infants born to Montana teens 15-19 years of age were less likely to have
gestational age recorded on their birth record than infants born to women 20 years of age and

over.
Figure 9: Percent of live births by estimated month of conception, teens

and non-teens, Montana residents, 2001-2005
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PREGNANT TEENS IN MONTANA

Communication within the family...

“Parents and teenagers have remarkably few conversations about sexual matters, often
because both parents and teens feel uncomfortable discussing them together. Few
parents are willing or able to participate in special programs, but studies consistently
indicate that when they do, their communication with their teens and their own
comfort with discussing sexual matters is enhanced. These positive effects seem to
dissipate with time and under some conditions, but not all conditions may affect teen
sexual behavior.”

Emerging Answers, 2007

Pregnancy Outcomes.
The majority of recorded Montana
teen pregnancies result in a live

birth. Figure 12 shows that about
one-quarter of recorded
pregnancies result in abortion

while the number of fetal deaths is
too small to represent. For all age
groups of Montana teens, rates for
pregnancy, birth and abortion have
continued to decline over the past
15 years. Because the rates for
teens under 15 years of age are
based upon very small numbers,

Figure 10: Teen pregnancy outcomes, Montana
teens (15-19), 2001-2005
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that age category has been
excluded.
Figure 11: Pregnancy, birth and abortion rates
females ages 15-19, Montana 1991-2005
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PREGNANT TEENS IN MONTANA

Health Disparities in Teen Pregnancy. Montana residents are not widely
diverse. According to US Census estimates for 2006, population distribution by
racial groups was as follows: 90.8% White, 6.5% American Indian, 0.7%
Asian/Pacific Islander, 0.7% Other, 0.4% Black, and 1.5% two or more races.
Persons of Hispanic or Latino origin were estimated to make up just 2.0% of the
total population. Since 1980, there has been a slight increase in the proportion of
American Indians. According to the 2006 census estimates, the percentage of
American Indians has increased to 6.5% from 6.2% in 2000.

Figure 12: Pregnancy, Birth and Abortion Rates,
Native American Females ages 15-19, Montana 1991-2005
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As Montana’s largest minority population, American Indians face many health
disparities. Teen pregnancy rates for the Montana American Indian population
exceed the state average. In 2005, the teen pregnancy rate for Montana American
Indians was 127 per 1,000, compared with 49 per 1,000 for the state as a whole.

Figure 13:Distribution of teen pregnancies, by age group and
race, Montana, 2001-2005

1001

801
60- I 15-17 years old
[18-19 years old

40

20+

All Races White Am. Indian

In 2005, one in four pregnant teens in Montana was American Indian (25%) and
nearly 30% of teen births were to an American Indian mother. The proportion of
teen births to American Indian mothers has increased since 2000, when American
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Indians represented a little over 23 percent of births to teens in Montana. American
Indian teens give birth at younger ages than the general teen population. Over 40%
of babies born to a Montana teen in the 15-17 age range are born to an American

Indian mother.

In Montana, the American Indian
population is younger than
the overall population.

Pregnancy and birth rates for American Indian
teens ages 15 to 19 in Montana have declined
since 1991 (from 154/1000 in 1991 to
127/1000 in 2005). In 2005, the abortion
rates are higher than the overall teen abortion
rates (21/1000 compared to 13/1000).



FATHERS OF TEEN PREGNANCY

Fathers of teen pregnancy are often overlooked. Most research has been on teen mothers and
their children. According to a study published in Human Reproduction babies born to teenage
fathers are more likely to be born with health problems such as preterm birth, low birth weight,
increased risk of adverse pregnancy outcomes and neonatal death than babies born to men over
40. The study chose women 20-29 years old in order to compare just the risks of teen fathers
rather than the risks of teen mothers. Pregnancies have significant risks when the mother is a
teen, and the risks may be even greater when both parents are teenagers.

Sexual coercion is especially a concern among teens. Most teens
do not report information on the fathers, therefore there is limited
ability to gather information on the influence of older males on
teen mothers. Overall, a quarter of the reported fathers were at
least 4 years older than the mother, and the proportion was slightly
higher for teen mothers under fifteen (27%)." More information
needs to be gathered on the fathers of teen pregnancies and
especially teen fathers themselves.

1 out of 4 teen mothers
report their partner being at
least 4 years older.

Information on fathers is

limited because only 71% of Figure 15: Percent of births where information on father
teenage  mothers include reported on birth records, by age group, Montana, 1991-
information on the birth 2005

records about the father of
the baby. Ninety-two percent 100%-
of mothers age 20-44
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pregnancies 66% of the 40%/ 018-19
fathers are White and 28% W 20-44

20%o7

American Indian. Only 35%
percent of the fathers 0%
reported had at least 12 years

of education.

Eighteen to nineteen year old teen mothers are more likely than younger teens to report their
partner on the child’s birth record (76%) and 35% of fathers ages 18-19 have at least twelve
years of education.

Fifteen to seventeen year old teen mothers report their partners’ names on the birth record only
61% of the time. Of those reports 28% of the fathers have 10 years of education and 40% are
White and 18% are American Indian.

Teen mothers under age fifteen are less likely to name their partners on the birth records (34%
reported) than older teens. Due to the lack of reporting, the father’s level of education is
unknown for 70% of the births. Among the records with paternal information reported, 16%
have 10-11 years of education, 11% of reported fathers were White and 17% were American
Indian.



ECONOMIC AND SOCIAL COSTS OF TEEN PREGNANCY

Teen pregnancy and child-bearing have significant economic and social costs. Making further
progress in reducing teen pregnancy will both benefit national and state economies as well as
improve the educational, health and social prospects for Montanans.

The following is a summary of By the Numbers'’, a publication from the National Campaign to
Prevent Teen and Unplanned Pregnancy (The National Campaign). The National Campaign
states that the teen birth rate in Montana declined 24 percent between 1991 and 2004. This
progress saved taxpayers a conservative estimate of $6 million dollars in 2004 alone, including
potential lost tax revenue, incarcerations, child welfare programs, and public healthcare
programs.

The 18,300 children born to teen parents between 1991 and 2004 cost Montana taxpayers an

estimated $300 million. In 2004 alone, the taxpayer burden for teen childbearing in Montana

was an estimated $18 million. Of this, 46% were costs to the federal government, while 54%
were costs to state and local governments.

The costs to federal, state, and local

Figure 14: Average annual cost of teen birth, by governments largely represent services that

age group, Montana, 2004 are provided to the children of teen parents.

This  includes  Medicaid, = Temporary

Assistance for Needy Families (TANF), and
$4,000 O<18 incarceration costs. The age of the teen
$3,000 mother at the time of birth substantially affects
$2,000 W 18-19 state costs. The average cost in Montana of a
$1,000 birth to a teen mother 17 years or younger is

$0 more than triple the average cost of a birth to

an older teen.

Teen mothers are more likely to drop out of school, remain unmarried, and live in poverty. Only
40 percent of young mothers graduate from high school compared to 60 percent of mothers who
gave birth at 20 years of age. Young mothers earn $3,350 less per year than mothers who gave
birth at 20 years of age. This gap increases to a difference of $11,000 per year by age 30. Lost
earnings means lost tax revenue for local, state, and federal governments. In 2004, Montana lost
$1 million dollars in potential tax revenue due to lower earning from teen parents.

Children of teen mothers are
four times as likely to drop
out of school.

Children of teenage parents are more likely to be born at low
birth weight, grow up poor, live in a single-parent home,
experience abuse and neglect, and enter the child welfare
system.

Sons are more likely to be incarcerated. Nearly 14 percent
Sons of young teen parents are | of sons born to mothers 17 and younger will be in prison by
more than twice their late thirties, compared to 6 percent of sons born to
as likely to be incarcerated. mothers aged 20. Daughters of teenage mothers are three
times more likely to be teen mothers themselves than
daughters born to women 20 and older (11% compared to 33%). A woman who delays her first
pregnancy until she is 20 years or older decreases the chances that her daughter will be a teenage
mother by 60%.




RISK AND PROTECTIVE FACTORS

Teens who are at risk for teen pregnancy are also at risk for
sexually transmitted infections, dropping out of school, the
use of tobacco, alcohol and drugs, engaging in violence and
crime, and depression and suicidal thoughts. Risk factors
have a cumulative affect on behavior, increasing the
likelihood for poor health and social outcomes. Although
there are many possible risk and protective factors related
to teen pregnancy, it’s important to recognize that each
pregnant teen’s story is unique.

“Parents and other concerned adults cannot
control teens’ sexual behavior directly, but
they can attempt to affect the factors that
influence teens’ sexual decisions and
behavior. Logic and experience suggest
that the more people know about those
factors and the more effectively people
address them, the more success they’ll
have in reducing sexually risky behavior.”
Emerging Answers, 2007

Using an ecological prevention model, Dr. Douglas Kirby identified more than 500 risk and
protective factors for teen pregnancy that correspond with five domains: Community, Family,
Peer Groups, Romantic Partner, and Individual.® From this, approximately 70 factors have been

the focus of recent research.

Risk Factors (-)

Community 1. Greater community social disorganization
(violence, hunger, substance abuse)

Family
Household substance abuse

Physical abuse and general maltreatment
Mother’s early age at first birth

agrwn

Peer Group Older age of peer group and close friends

Peers have permissive values about sex
0. Peers are sexually-active

BoON®

Romantic Partner 11. Romantic partner is older
Individual 12. African-American or Hispanic

14. Alcohol use

15. Drug use

16. Part of a gang

17. Physical fighting and carrying weapons
18. Other delinquent behavior

19. Work for pay more than 20 hours/week
20. Depression and thoughts of suicide

22. Dating more frequently

23. Going steady, having a close relationship
24. Ever kissed or necked

25. Greater frequency of sex

26. Have a new sexual relationship

27. Greater number of sexual partners

28. Previous pregnancy

29. History of prior sexual coercion or abuse
30. Same-sex attraction or sexual behavior
31. Being married

Family disruption (divorce, change to single-parent household)

Peers use of alcohol, drugs and/or involved in deviant behavior

Peers have pro-childbearing attitudes or behavior

13. Behind in school/ Having problems in school

21. More permissive attitudes towards premarital sex




RISK AND PROTECTIVE FACTORS

Strategies for reducing the impact of risk factors include providing an intervention that reduces
the risk, or providing a protective factor. The following protective factors have been proven to
decrease the likelihood of a teen becoming pregnant.

Protective Factors (+)

Community 1. High proportion of foreign-born residents
Family Live with two parents

High level of parental education

High-quality family interactions, connectedness, satisfaction with relationships
Greater parental supervision and monitoring

Parental disapproval of premarital or teen sex

Parental acceptance and support of contraceptive use for sexually-active teens
Greater parent-child communication about sex and condoms or contraception,
especially before the teen initiates sex

ONoRWN

Peer Group 9. Positive peer norms or support for condom and contraceptive use
10. Peers use condoms

Romantic Partner 11. Partner supports condom and contraceptive use

Individual 12. Greater connectedness to school
13. Higher academic performance
14. High educational aspirations and plans for the future
15. Being involved in the community
16. Have a religious affiliation
17. Involved in sports (girls only)
18. Higher level of cognitive development
19. Greater internal locus of control
20. Taking a virginity pledge
21. Greater perceived male responsibility for pregnancy prevention
22. Stronger beliefs that condoms do not reduce pleasure
23. Greater value of partner appreciation of condom use
24. More positive attitudes towards condoms and other forms of contraception
25. More perceived benefits and/or fewer costs and barriers to using condoms
26. Greater confidence in ability to demand condom use
27. Greater confidence in using condoms and other forms of contraception
28. Greater motivation to use condoms or other forms of contraception
29. Greater intention to use condoms
30. Greater perceived negative consequences of pregnancy
31. Greater motivation to avoid pregnancy and STI
32. Older age at first voluntary sex
33. Discussing sexual risks with partner
34. Discussing pregnancy and STI prevention with partner
35. Previous effective use of condoms or contraception




RISK AND PROTECTIVE FACTORS

Where should our community focus its efforts?

When designing pregnancy prevention programs, it is important to 1) conduct a local needs
assessment identifying risk and protective factors of youth in your community, and 2) focus local
resources on interventions that will affect the most change. For example, children raised in
single parent homes are more likely to become pregnant as teens; however, communities have
little influence to change the characteristics of a family unit. However, STI and pregnancy
prevention programs provide protection against teen pregnancy, and local school boards and
youth-serving community groups can influence the availability of comprehensive sexuality
education. The following tables highlight factors that communities have greater feasibility of
changing.

Protective Factor (+

Intervention

1.

ok w

10.

11.

12.

13.
14.

15.
16.

17.
18.

19.

Greater parent-child communication about sex
and condoms or contraception, especially before
teen initiates sex

Positive peer norms or support for condom or
contraception use

Peer use of condoms

Taking a virginity pledge

Greater perceived male responsibility for
pregnancy prevention

Stronger belief that condoms do not reduce sexual
pleasure

Greater value of partner appreciation of condom
use

More positive attitudes towards condoms and
other contraception

More perceived benefits —or — fewer costs and
barriers to using condoms

Greater confidence in ability to demand condom
use

Greater confidence in using condoms and other
contraception

Greater motivation to use condoms and other
forms of contraception

Greater intention to use condoms

Greater perceived negative consequences of
pregnancy

Greater motivation to avoid pregnancy and STI
Older age at first voluntary sex

Discussing sexual risks with partner
Discussing pregnancy and STI prevention with
partner

Previous effective use of condoms or
contraception

Pregnancy and STI prevention programs that increase
parent-child communication including school
homework assignments and programs for parents.

Sex and STI/HIV education and clinical programs that
support condom and contraceptive use for sexually
active teens presented in small or large group settings.
Pregnancy and STI prevention programs can implement
strategies that have been demonstrated to delay the
initiation of sex, reduce the frequency of sex and the
number of partners, and increase condom or
contraceptive use.

Pregnancy and STI prevention programs can implement
strategies that have been demonstrated to delay the
initiation of sex.

Pregnancy and STI prevention programs and clinical
programs can implement strategies that increase
communication about sexual risks and pregnancy and
STI prevention within a relationship.

Pregnancy and STI prevention programs and clinical
programs can implement strategies that increase
effective contraceptive use.




RISK AND PROTECTIVE FACTORS

Risk Factors (-

1. Peers’ alcohol use, drug use, deviant behavior If friends can be reached, some pregnancy and STI
prevention programs with a youth development
emphasis may be able to reduce alcohol and drug use
and other non-normative behavior.

2. Peers’ pro-childbearing attitudes or behaviors If peers can be reached, sex education programs can
reduce pro-childbearing attitudes and behaviors.

3. Peers’ permissive values about sex If friends can be reached, agencies can implement

4. Sexually-active peers effective abstinence or sex and STI/HIV education

programs that change permissive values and delay the
initiation of sex.

5. Individual’s permissive attitudes towards sex Pregnancy and STI prevention programs can implement
6. Greater frequency of sex abstinence education, sex, and STI/HIV education, and
7. Having a new sexual relationship clinic protocols that target these factors. Such initiatives
8. Greater number of sexual partners have been demonstrated to delay the initiation of sex,

9. Previous pregnancy reduce the frequency of sex and the number of partners,

and increase condom or contraceptive use.

Did you know...
No two sexuality education programs are the same. The process for designing curricula, its content, and
its delivery vary. In order to describe the different types of sexuality education, six major classifications
have emerged:

*Abstinence-only *Comprehensive
*Abstinence-only-until-marriage *Abstinence-based
*Abstinence-centered *Abstinence-plus

The Montana Partnership for Sex Education (comprised of healthcare providers and advocacy groups
representing women'’s issues, people with disabilities, social and economic justice, domestic violence
prevention, youth development, and HIV prevention) supports comprehensive sexuality education that:
= is age-appropriate and medically accurate;
= does not teach or promote religion. However, this does not preclude discussion of moral, ethical, or
religious views related to sex or sexual relationships;
= stresses the benefits of sexual abstinence while addressing the health needs of adolescents who have had or
who are engaged in a sexual relationship;
= provides information about the health benefits and side effects of all contraceptives and barrier methods as a
means to reduce the risk of contracting sexually transmitted infections, HIV, AIDS and other diseases and
preventing unintended pregnancy;
= encourages family communication about sexuality, including how to prevent unwanted verbal, physical, and
sexual advances. This includes information about healthy vs. unhealthy relationships, dating violence,
sexual harassment, and sexual violence;
= illustrates how alcohol and drugs can affect responsible decision-making;
= helps young people gain knowledge about the physical, biological, and hormonal changes of adolescence
and subsequent changes of human maturation;
= assists young people in gaining knowledge and skills about the specific responsibilities of both relationship
partners in consensual sexual decision-making;
= develops healthy attitudes concerning growth and development, body image, gender roles, sexual
orientation, and other subjects;
= encourages young people to practice healthy life skills including goal setting, decision-making, negotiation,
communication, and stress management; and
= promotes self-esteem, healthy behaviors, positive interpersonal skills, and maintenance of personal safety
within relationships including platonic, romantic, intimate, and family relationships.




STATEWIDE INDICATORS FOR TEEN PREGNANCY

In addition to this report, two resources are available to Montana communities that report on
indicators for teen pregnancy: the Montana Prevention Needs Assessment (PNA), and the Youth
Risk Behavior Survey (YRBS). Due to the fact that both surveys poll Montana students, the data
presented do not provide information on the protective and risk factors experienced by youth not
currently attending school. Being behind or having problems in school is a risk factor for teen
pregnancy, substance abuse, depression and anxiety, delinquency, school dropout, and violence;
those students without an attachment to school will most likely have higher rates of risk behavior
making them more vulnerable to teen pregnancy.

General Information about the Montana 2006 PNA Survey

The State of Montana has been conducting the Prevention Needs Assessment Community
Student Survey (PNA) every other year since 1998. Participation by students throughout
Montana has increased, with 15,893 students participating in 1998, 18,728 in 2000 and 19,524 in
2002, 22,044 in 2004, and 19,298 in 2006. Because trends over time are very important in
prevention planning, the PNA contains the results of the past three surveys. School personnel and
individuals charged with planning prevention services will be able to view the trends over time for
alcohol, tobacco, and other drug (ATOD) use, antisocial behavior, and levels of risk and
protection.

The PNA Survey is conducted by the Montana Department of Public Health and Human
Services, Addictive and Mental Disorders Division, Chemical Dependency Bureau. The survey
is administered in even-numbered years and is voluntary.

The survey booklets were designed and scanned, the data analyzed, and the various reports
produced by Bach Harrison, L.L.C., under contract with the Chemical Dependency Bureau.
Questions regarding the survey can be directed to Jackie Jandt, PNA Project Director and
Planning and Outcome Officer, Chemical Dependency Bureau, Addictive and Mental Disorders
Division, Department of Public Health and Human Services, PO Box 202905, Helena, MT
59620-2905, phone (406) 444-9656, fax (406) 444-9389, or e-mail jjandt@mt.gov. Additional
information on risk and protective factors and PNA data can be found at the Montana Prevention
Resource Center Website — www.prevention.mt.gov. To find information, data, and reports, go
to the Montana Prevention Resource Center Website, select the "Statistics™ toolbar, and then
select the link for *Montana Prevention Needs Assessment."

General Information about the Montana 2007 YRBS

The Montana Youth Risk Behavior Survey (YRBS) assists educators and health professionals in
determining the prevalence of health-risk behaviors as self-reported by Montana youth. In 1988,
the Centers for Disease Control and Prevention (CDC) initiated a process to identify the leading
causes of mortality, morbidity and social problems among youth - these were identified and
categorized into six risk areas: 1) behaviors that result in unintentional and intentional injuries; 2)
tobacco use; 3) alcohol and drug abuse; 4) sexual behaviors that result in HIV infection, other
sexually transmitted infections, and unintended pregnancies; 5) physical inactivity; and 6) dietary
behaviors. The Montana Office of Public Instruction (OPI) has been involved with this survey
project since 1991.


mailto:jjandt@mt.gov
http://www.prevention.mt.gov/

STATEWIDE INDICATORS FOR TEEN PREGNANCY

The most recent Montana YRBS was conducted in February 2007. The Montana YRBS results
are based on a random sampling completed by 4,030 high school students. The results are
representative of all students in grades 9-12 in Montana. The Office of Public Instruction (OPI)
acknowledges and appreciates the commitment, cooperation and support of the participating
schools and their students.

Go to www.opi.mt.gov/YRBS to access all six Montana YRBS reports, Montana regional data,
trend data, Montana versus U.S. data, and school-specific data. Reports are available for high
school, grades 7-8, Native American students on reservations, Native American students in urban
areas, alternative school students, and students with disabilities.

For more information on the Montana YRBS, contact the Office of Public Instruction, P.O. Box
202501, Helena, MT 59620-2501, 1-888-231-9393, Local (406) 444-3095; or Susan Court, 444-
3178 or scourt@mt.gov.

Addressing Risk and Protective Factors using an Ecological Model
Emerging Answers identifies five domains for risk and protective factors associated with teen
pregnancy: Community, Family, Peer Group, Romantic Partner, and Individual.

Peer Group

For the purposes of presenting risk and protective factors experienced by Montana youth, the
Peer Group and Individual domains have been combined. Data collected in the PNA and YRBS
is presented as a percent of Montana students, and thus encompasses both an individual student
and his/her peers. There is no mechanism in the data collection to specify the risk and protective
factors experienced by any individual student.

Community

Romantic Partner

Peer Group & Individual



http://www.opi.mt.gov/YRBS
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STATEWIDE INDICATORS FOR TEEN PREGNANCY

Which Risk and Protective Factors Contribute to Teen Pregnancy Statewide?

Community Domain

The Prevention Needs Assessment reports on two indicators related to the community domain:
(1) Low neighborhood attachment and (2) community disorganization.

Compared to similar states, Montana students
surveyed do not show increased risk associated
with the community domain field. This includes
questions related to neighborhood attachment,
community disorganization, violence, hunger,
and substance abuse.

In 2006, 28% of MT eighth, tenth, and twelfth
grade students surveyed reported that they
would “like to get out of [their] neighborhood.”
Ten percent of students felt strongly about
getting out of their neighborhood. On the
contrary, 70% would miss their neighborhood if
they had to move.

Figure 16: Percent of students at-risk due to community
disorganization, MT PNA, 2002-2006
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Figure 15: Percent of students at-risk due to low
neighborhood attachment, MT PNA, 2002-2006
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When describing their neighborhood, 13%
of surveyed MT students report crime
and/or drug selling; 15% report fights; 8%
report lots of empty buildings; and 12%
report  feeling  unsafe in  their
neighborhood.*®

A high percentage of community members
experiencing poverty is also an indicator
for community disorganization. According
to Montana census estimates for 2003-
2005, approximately 9% of females aged
12 through 19 lived in households with
incomes below 50% of the federal poverty
level; 18% lived in households with

incomes below 100% of the federal poverty level, and 44% lived in households with incomes

below 200% of the federal poverty level.?°

W 2002
02004
W 2006

2006 Montana Prevention Needs Assessment

“Perhaps the most significant issue affecting community attachment is whether residents feel they
can make a difference in their own lives. If the key players in the neighborhood, such as
merchants, teachers, police, and human service personnel, live outside the neighborhood, residents’
sense of commitment will be less. Lower rates of voter participation and parental involvement in
schools also indicate lower attachment to the community.”




STATEWIDE INDICATORS FOR TEEN PREGNANCY

Family Domain

Many factors within a family contribute to teen pregnancy, including family structure, substance
abuse, abuse and maltreatment, high level of parental education, and a parent or sibling
experiencing teen pregnancy.

Almost 26% of females ages 12-19 were estimated to live in single parent households in 2003-
2005 (21% in female-headed households and 5% in male-headed households).??

An estimated 40% of 8", 10", and 12" graders are at increased risk for teen pregnancy due to
poor family management, monitoring, and supervision. However, this risk decreased between
2002 and 2006. Eighth graders have increased risk associated with family conflict compared to
10" and 12™ grade students.

Figure 17: Percent of students at-risk or provided protection due to family factors, MT PNA, 2002-2006
Prevention Needs Assessment: Family Factors ]

Grade 8 Grade 10 Grade 12

2002 2004 2006 2002 2004 2006 2002 2004 2006
Percent at Risk
Poor Family Management, 46.1 | 409 | 39.1 429 | 421 | 37.8 | 48.6 43.0 41.2
Monitoring
Family Conflict 50.7 | 50.6 | 51.2 63.3 | 38.8 | 385 | 32.7 33.2 33.8
Percent Protected
Family attachment 535 | 565 | 549 |500 506 |49.1 |623 |633 |629

Approximately 80% of surveyed students
report satisfaction with their relationships
with their parents.

Figure 18: Response to “If | had a personal
problem, I could ask my mom or dad for help,”

More than half of Montana students report
severe alcohol or drug use by a family member.

Figure 19: Response to ""Has anyone in your family

ever had a severe alcohol or drug problem?*

by percent, MT PNA, 2006 100%- 2002
02004

Response Grade 8 Grade 10 Grade 12 2006

NO! 8 8 6

No 11 13 11

Yes 34 42 43

YES! 47 38 40

Did you know...

Many adults think that most teens have sex for the first time after school and before their parents
arrive home (3 pm- 6 pm). Research from the National Longitudinal Survey of Youth between
1997 and 2000 indicates that only 15%b of first-time sex for teens 16-18 years old occurs during
these after school hours. Most first-time sex occurs between 10 pm and 7 am (42%) and 6 pm-
10 pm (28%). Fifty-six percent of first-time sex occurs in the family home of the teen or their
partner. Females are more likely to engage in first-time sex at their partner’s home.




Graduate or professional school |

STATEWIDE INDICATORS FOR TEEN PREGNANCY

In 2006, nearly seventy percent of surveyed students report that their parents completed at least a
high school education. One-third report that their parents completed college.

Figure 20: Education level of parents, reported by Montana students, 2006
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Peer and Individual Domains

Several qualities among a teen’s peer group many influence their risk of teen pregnancy. These
include: having older friends, having friends who use alcohol and/or drugs, having friends who
engage in deviant behavior, having friends with permissive values about sex, and having peers
who are sexually-active. Three qualities protect against teen pregnancy: 1) peers have positive
norms %r support condom and contraceptive use, 2) peers use condoms, and 3) attachment to
school.

Three indicators from the Prevention Needs Assessment report on alcohol and/or drug use,
sensation seeking, and rebelliousness. In all three grades, Montana students are at high risk for
sensation seeking. Montana students are at moderate risk for friend’s use of drugs and
rebelliousness.

Figure 21: Percent of students at-risk or provided protection due to family factors, MT PNA, 2002-2006
Prevention Needs Assessment: Peer/Individual Factors |

Grade 10 Grade 12

2002 | 2004 | 2006 | 2002 | 2004 | 2006 | 2002 | 2004 | 2006

Percent at Risk

Rebelliousness 41.8 | 43.2 | 41.0 473 | 48.3 | 46,5 | 46.7 44.7 46.1
Sensation Seeking 57.2 | 66.9 | 61.6 58.1 | 65.1 | 609 |[57.0 63.6 62.7
Friend’s use of 46.1 | 411 | 36.7 51.3 | 446 | 404 | 48.1 40.5 35.8
alcohol/drugs

The following indicators present risk and protective factors for individual teens and their peers.
These include sexual behaviors, community involvement, affiliation with a religion, and
connectedness to school.

According to the 2007 YRBS, 46% of Montana high school students reportedly have had sexual
intercourse, a decrease from 51% in 1993. In 2007, 28% of students in Grade 9 had ever had
sex, compared with 59% of students in Grade 12.

40



STATEWIDE INDICATORS FOR TEEN PREGNANCY

Among sexually active students, 63% used  Figure 22: Reported sexual risk-taking, high school students,
a condom during last sexual intercourse, an Montana and US, YRBS 2007
increase from 54% in 1995. Montana
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Recent trends show relative stability in sexual debut among high school students, as well as
HIV/AIDS education. However, students in Grades 7 and 8 report a decrease in HIV/AIDS
education; 84% reported receiving HIVV/AIDS education in 1999 to 71% in 2007.

Figure 23: Reported access to HIV/AIDS education

in school, MT middle school students, compared to Figure 24: Percent of MT middle school
sexual debut, by percent, YRBS, 1991-2007 students reporting ever had sex, YRBS 2007
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STATEWIDE INDICATORS FOR TEEN PREGNANCY

Having a religious affiliation provides Figure 26: Percent_o?c Montanastudents protected
protection against teen pregnancy. According to by religiosity, PNA 2006
the Prevention Needs Assessment, students in o Grades  —W—Gradel0  —A—Grade12
Grade 12 are more likely to attend religious 100%
services or activities than students in other 80%
grades. Students in Grade 10 are least likely to A A— —A
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Student’s relationship to their school may also 0o
0 T T

influence their likelihood of experiencing a teen
pregnancy.®® Three statewide indicators are
available: academic failure, low commitment to
school, and student drop out rates.
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The Prevention Needs Assessment reports that 8" graders experience the greatest risk due to
academic failure at 45.9%, with 12" graders experiencing the least at 40.8%. Montana students
are at no greater risk compared with similar states.

Figure 27: Percent of students at-risk or provided protection due to school attachment, MT PNA, 2002-2006
Prevention Needs Assessment: School Attachment
Grade 8 Grade 10 Grade 12

2002 2006 | 2002 2006 | 2002 2006

Percent at Risk

Academic Failure 47.0 | 46.8 | 45.9 453 | 46.4 | 45.8 40.7 39.9 40.8
Low Commitment to 477 | 45.8 | 42.7 50.8 | 49.2 | 435 52.7 49.4 45.5
School

The Montana Office of Public Instruction reports that the 5-year average drop out rate for high
school students was 3.5% in the 2002 and 2006 school years. Drop out rates have remained
relatively stable during this period.?’

Figure 28: Montana Drop Out Rates, by grade, by percent, 2002-2006
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BEST PRACTICES

Multiple models are available to implement prevention opportunities that change individual
behavior. The Community Tool Box, made available by the Montana Prevention Resource
Center, provides guidance and tools related to community organizing and prevention, including:

= Assessing community need and resources

= Designing action plans

= Leading a community dialogue on building a healthy community

= Building teams and collaborations
= Evaluating progress

Visit http://ctb.ku.edu to access this tool.

Additional models can be found at the following links:

Building and Sustaining Community Partnerships for Teen Pregnancy Prevention
United States Department of Health and Human Services
http://www.aspe.hhs.gov/hsp/teenp/teenpreg/teenpreg.htm

Get Organized: A Guide to Preventing Teen Pregnancy
United States Department of Health and Human Services and the National Campaign to Prevent

Teen Pregnancy

http://www.teenpregnancy.org/resources/research/getorganized/intro.asp

What can | do to prevent teen
pregnancy?

Teen pregnancy rates in Montana could
decrease through individual and community
interventions. It is important to recognize
that all of us are mechanisms of change,
whether you are a parent, an adult, a family
member, a teacher, an elected leader, a
friend, a schoolmate, or — a teen.

Ultimately, the people in Montana with the
most influence to decrease teen pregnancy
rates are teens themselves.

Having accurate, research-based information on
what works to prevent teen pregnancy is
critically important information for communities
and practitioners trying to make informed
decisions about preventing teen pregnancy.
Even so, because teen pregnancy has many
causes, and because even effective programs do
not eliminate the problem it is unreasonable to
expect that any single curriculum or community
program to make a serious dent in the problem
of teen pregnancy on its own. Making true and
lasting progress in preventing teen pregnancy
requires a combination of community programs
and broader efforts to influence values and
popular culture, to engage parents and schools,
to change the economic incentives that face
teens, and more.

Sarah Brown, CEO

National Campaign to Prevent Teen and

Unplanned Pregnancy



http://ctb.ku.edu/
http://www.aspe.hhs.gov/hsp/teenp/teenpreg/teenpreg.htm
http://www.teenpregnancy.org/resources/research/getorganized/intro.asp

BEST PRACTICES

ELECTED LEADERS & POLICY-MAKERS

The National Governors Association (NGA) encourages states to implement a range of
strategies for preventing teen pregnancy instead of focusing attention on only one strategy.
This range includes:

= Promoting life long responsibility for sexual behavior including abstinence within a
context of comprehensive sexuality education.

= Increasing teen access to health services.

= Creating public awareness of teen pregnancy issues, STI awareness and prevention
strategies including abstinence.

= Promoting male responsibility for health lifestyles and involvement in deciding
reproductive choices, abstinence and parenthood.

Viewing teen pregnancy prevention in the context of a health issue will lead to better health
outcomes for teens overall. Teens who are already or who soon plan to be sexually active are at
higher risk for pregnancy and sexually transmitted infections. Easy access to reproductive health
services contributes to better contraceptive use and lower teenage pregnancy and STI rates,
including: knowing where to gain information and services, accessing a provider quickly and
easily, receiving confidential and nonjudgmental care, and obtaining services and contraceptive
supplies at little or no cost.

This can be accomplished by: 1) maintaining adequate funding for Montana Family Planning
Programs to continue providing services to high risk adolescents; and 2) targeting and funding
high risk geographic areas within the state for reproductive health services, making sure that
such services are evidence-based, and aligned with cultural values and traditions.

Social marketing and public service media campaigns can also bring more awareness to teen
pregnancy. Successful campaigns usually follow a three-pronged strategy: changing individual
sexual behavior, building positive social and cultural norms for teen behavior, and promoting
pregnancy prevention programs and services within the community.

For years, men’s role in teen pregnancy has been ignored, focusing attention primarily on the
pregnant teen. In recent times, efforts have been made to partner with males to prevent
unplanned pregnancies. This includes increased family planning education to men, as well as
education on the consequences of unplanned, early fatherhood. Title X family planning clinics
provide education, counseling, and clinical services to males.

Share this document with your colleagues and constituents. Make a commitment to teen
pregnancy prevention within the state as a way of insuring better educated and more productive
adults, healthier children, and a more robust economy.



BEST PRACTICES

HEALTHCARE PROVIDERS

= Explore your comfort and biases surrounding teens and sex.
= Commend teens who seek preventive healthcare for being responsible.

= Transition roles and responsibilities by spending some time alone with your
adolescent patients.

= Screen teens for resiliency and social-sexual health issues.
= Encourage teens to discuss their choices with their parents or a trusted adult.

= Listen to teen patients needs. It’s hard for adults and teens alike to work up the
courage to ask questions.

= Provide contraceptives to those needing them. Make emergency contraception
available.

= Services should be confidential and accessible (hours, location).

= Resources:
http://www.teenpregnancy.org/resources/data/pdf/WhatHelps.pdf
http://www.ama-assn.org/ama/pub/category/1981.html
http://www.pediatricsinpractice.org

The American Medical Association (AMA) has developed numerous tools addressing healthcare
for adolescents ages 11-21. The AMA states it most accurately in their Guidelines for
Adolescent Preventive Services (GAPS) monograph:

Unintended pregnancy, STIs including HIV, alcohol and drug abuse, and eating
disorders are just some of the health problems faced by an increasing number of
adolescents from all sectors of society. This health crisis requires a fundamental
change in the emphasis of adolescent services — a change whereby a greater number
of services are directed at the primary and secondary prevention of the major health
threats facing today’s youth. School and community organizations have responded
to the need for change by increasing health education programming. Primary care
physicians and other health providers must respond by making preventive services a
greater component of their clinical practice. GAPS can direct providers in how to
deliver these services.

Relating to reproductive healthcare, AMA recommends that:

...all adolescents receive health guidance annually regarding responsible sexual
behaviors, including abstinence, latex condoms to prevent STIs, including HIV
infection, and appropriate methods of birth control should be made available, as
should instructions on how to use them effectively.

All healthcare programs should establish policies around confidentiality and identify how parents
should be involved in an adolescent’s care.


http://www.teenpregnancy.org/resources/data/pdf/WhatHelps.pdf
http://www.ama-assn.org/ama/pub/category/1981.html
http://www.pediatricsinpractice.org/

BEST PRACTICES

EDUCATORS

= Provide medically-accurate comprehensive sexuality education to students, including
those in special education tracks.

= Provide training for staff on sexuality education and HI\VV/AIDS prevention.
= Adopt and enforce school policies on sexual harassment, and drug and alcohol use.

= Provide students with opportunities such as service-learning, which will enable students
to connect with their school and community.

= Explore creative ways to educate students on prevention, such as media literacy
projects.

= Remember that teens are trying their best to navigate a complicated world. Recognize
the majority of teens are making good choices, such as delaying sexual debut, or
choosing safer sex options.

The Montana Department of Public Health and Human Services supports comprehensive
sexuality education. The Montana Office of Public Instruction recommends a comprehensive
sexual health education program that is medically accurate, encourages abstinence, provides
information intended to prevent unintended pregnancy and/or STI infection, including HIV, and

represents the values of the community as a whole.
Characteristics of Effective Curriculum-based Programs

Process of Developing the
Curriculum

1. Involved multiple people with
expertise in theory, research, and sex
and STI/HIV education.

2. Assessed relevant needs and assets
of target group.

3. Used a logic model approach that
specified health goals.

4. Designed activities consistent with
community values and available
resources.

5. Pilot-tested the program

The Content of the Curriculum

6. Focused on clear health goals- prevention
of STI/HIV, pregnancy, or both.

7. Focused narrowly on specific types of
behavior leading to these goals (abstaining,
using condoms/ contraception), gave clear
messages, and addressed situations.

8. Addressed risk and protective factors — and
changed them.

9. Created a safe social environment for
participation.

10. Included multiple activities to change
targeted risk and protective factors.

11. Employed instructionally sound teaching
methods (involve participants, personalize
information, and change risk and protective
factors).

12. Employed activities, instructional
methods, and behavioral messages
appropriate to teen culture, development age,
and sexual experience.

13. Covered topics in logical sequence

Implementation of the
Curriculum

14. Secured at least minimal supports
from appropriate authorities (health
departments, school district,
community organizations).

15. Selected educators with desired
characteristics (whenever possible),
trained them, and provided
monitoring, supervision, and support.

16. If needed, implemented activities
to recruit and retain teens and
overcome barriers to their
involvement (publicity, incentives,
consent).

17. Implemented virtually all
activities with reasonable fidelity.




BEST PRACTICES

PARENTS

= Talk early and often with your children. 1t’s no longer about the one “Big Talk”. Be
specific.

= Be clear about your values on sex, love, relationships, responsibility, and their goals
for the future.

= When the time is right and before child becomes sexually active, discuss sex, condoms
and birth control with your son(s) and daughter(s).

= Discourage early dating, especially when the male partner is more than 3 years older
that the female.

= Monitor your children. Know where they are, and who they are with.
= Be engaged in your child’s education. Value higher education.
= Support comprehensive sexuality education starting in middle school.

= Talk to your healthcare provider about incorporating one-on-one time into your teen’s
healthcare visits.

= Resources:

www.thenationalcampaign.org/parents/ten tips.aspx
www.familiesaretalking.org
http://www.noplacelikehome.org

As with all education, sexuality education begins at home. Parental involvement with a teen is
the single most important deterrent to early sexual behavior. Parents are the most influential
people in a teen’s life. This is especially true for younger teens.

Some parents are comfortable discussing sexual values and reproductive health with their
children. Others are hesitant due to their upbringing or cultural values. Parents can find tips
from the National Campaign to Prevent Teen and Unplanned Pregnancy. Parents can also work
together with their physician, a religious leader, school, youth-serving organization, or other
trusted individuals to ensure that their children know their family values surrounding sexuality
and have the tools to grow into healthy adults.

As parents, it’s important not only to start the conversation, but to be approachable and
“askable.” As events occur in a teen’s life, they will need a shoulder to lean on. For resources
and tips on becoming an Askable Parent, visit Advocates for Youth at:
http://www.advocatesforyouth.org/publications/frtp/askable.htm
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BEST PRACTICES

TEENS
= Respect yourself and your health.

= Set a goal for your future and keep your eye on the prize. Consider how an unplanned
pregnancy as a teen might affect your future.

= Discuss risks and boundaries related to sexual behavior with your partner early. Your
boundaries deserve to be respected.

= Seek advice from your parent(s) or a trusted adult regarding reproductive health.
= Don’tuse. Never make decisions under the influence of drugs or alcohol.

= |f you date, date people who are your own age. Don’t date someone more than 3 years
older than you.

= Decide when you might want to have sex. This way, you won’t be taken by surprise
and make a decision under pressure.

= |f you chose to be sexually active, be smart. Discuss your plans with your family, your
medical provider, and your partner. Protect yourself from unplanned pregnancy and
sexually transmitted infections by using condoms and/or birth control.

As a teen, you have a bright future ahead of you! Ask yourself “when is the right time for me to
become sexually active?” Make a commitment to yourself. If you have questions about your
family’s values around sex, ask. Visit www.advocatesforyouth.org for tips on discussing sexual
health with your parents.

Be part of the solution. Champion efforts to help teens navigate into adulthood. Join a club, or
start a new one. You have good ideas to share.

Change your risk behavior. Smoking, drinking, using drugs, engaging in crime, dropping out of
school all increase your risks for teen pregnancy. They will also have an impact on your future.

Identify your interests and skills and use them to make your community a better place. Find ways
to volunteer in your community. Ask your school counselor, student council, or visit
http://mt.gov/mcsn/services/volunteer.asp for ideas.

Everyone needs help when they are down or confused. Seek help from caring adults (parents,
family, clergy, teachers, or counselors) when you are feeling overwhelmed, depressed, unstable,
or pressured.


http://www.advocatesforyouth.org/
http://mt.gov/mcsn/services/volunteer.asp

RESOURCES

Advocates for Youth
www.advocatesforyouth.org

Building and Sustaining Community Partnerships for Teen Pregnancy Prevention
http://www.aspe.hhs.gov/hsp/teenp/teenpreg/teenpreg.htm

Child Trends
www.childtrends.org

Emerging Answers 2007, Summary Report
http://www.thenationalcampaign.org/EA2007/default.aspx

Families are Talking, SIECUS
http://www.familiesaretalking.org/

Get Organized: A Guide to Preventing Teen Pregnancy
http://www.teenpregnancy.org/resources/research/getorganized/intro.asp

Guidelines for Adolescent Preventive Services, AMA
http://www.ama-assn.org/ama/pub/cateqory/1981.html

Montana Office of Public Instruction
http://opi.mt.qov/

Montana Office of Vital Statistics, Vital Events data
http://www.dphhs.mt.gov/statisticalinformation/vitalstats/index.shtml

Montana Prevention Needs Assessment
http://www.prevention.mt.gov/pna/2006.asp

Montana Prevention Resource Center
http://prevention.mt.qov/

Montana Youth Risk Behavior Survey
http://www.opi.mt.gov/yrbs/

The Community Tool Box
http://ctb.ku.edu/en/

The National Campaign to Prevent Teen and Unplanned Pregnancy
http://www.teenpregnancy.org/

Women’s and Men’s Health Section, Montana- DPHHS
http://www.dphhs.mt.gov/PHSD/Women-Health/famplan-index.shtml

Youth Resiliency Screening Tool
http://www.pediatricsinpractice.org
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http://www.dphhs.mt.gov/statisticalinformation/vitalstats/index.shtml
http://www.prevention.mt.gov/pna/2006.asp
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DEFINITION OF TERMS

ABORTION: For the purposes of this report, abortion is defined as induced abortion only
and does not include spontaneous abortions (miscarriages).

ABORTION RATE: The number of induced abortions reported to the Montana
Department of Public Health and Human Services (DPHHS) compared to the number of
live births. In this report, the ration is the number of induced abortions per 1000 live
births.

ABSTINENCE: is the practice of voluntarily refraining from some or all aspects of
sexual activity.

ADULT: Montana law defines the age of majority as age 18. Individuals age 18-19 are
included in the teen rates even though they are legal adults.

AGE-SPECIFIC RATE: The number of occurrences per 1000 individuals in a specific
age range (such as females ages 15-19) in a given time period. Most rates in this report
are age-specific rates.

BIRTH RATE: The number of live births per 1000 individuals in the population in a
given time period. The teen birth rate is the number of live births to females under age
20 per 1000 population of females age 15-19.

COMPREHENSIVE SEX EDUCATION: teaches about abstinence as the best method
for avoiding sexually transmitted infections (STIs) and unintended pregnancy, but also
teaches about condoms and contraception to reduce the risk of unintended pregnancy and
of infection with STIs, including HIV. It also teaches interpersonal and communication
skills and helps young people explore their own values, goals, and options.

FERTILITY RATE: The total number of live births as a proportion of the estimated
female population at risk, expressed as a number per 1000 women in that population.
The population at risk of experiencing birth is all fertile women. The approximation used
is all women in the main childbearing ages (15-44 years).

FETAL DEATH: The reported birth of a fetus that shows no evidence of life after
complete birth. Montana law requires that fetal death be reported if the fetus weighed
350 grams or more or, if the weight is unknown, if the delivery took place after 20 weeks
of gestation.

LIVE BIRTH: The birth of a child who shows evidence of life includes heart action,
breathing, and movement of voluntary muscles.

INDUCED ABORTION: A legal medical or surgical procedure that is intended to
terminate a pregnancy without live birth.

INFANT DEATH: The death of an individual less than one year old.



DEFINITION OF TERMS

LOW BIRTH WEIGHT: The weight of a live-born infant at 2500 grams (about 5 Ibs. 8
0z.) or less.

MORBIDITY: The relative frequency of occurrence of a disease.

MORTALITY: The number of deaths that occur at a specific time, in a specific group, or
from a specific cause.

OUT-OF-WEDLOCK BIRTH: A live birth to a female who was not married at any time
during the pregnancy.

OUT-OF-WEDLOCK BIRTH RATE: The number of births to unmarried women as
compared to the number of all live births, expressed as a number per 1000 live births.

PREGNANCY OUTCOME: The result of a pregnancy including a live birth, an induced
abortion, or a fetal death. The number of pregnancies in a given year is the sum of
reported live births, induced abortions, and fetal deaths.

PREGNANCY RATE: The number of reported pregnancies per 1000 females ages 15-
44 for a given time period. The teen rate is the number of pregnancies to females under
20 years of age per 1000 females ages 15-19.

PROTECTIVE FACTOR: Is an attitude, belief, situation and or action that protects an
individual, a group, organization or community from poor health and social outcomes.

RESIDENT/RESIDENCE: For births and fetal deaths, the usual place of residence of the
mother. For abortions, the usual place of residence of the patient.

RISK FACTOR: Is an attitude, belief, situation and or action that increase the likelihood
for poor health and social outcomes of an individual, a group, organization or
community.

SEXUAL COERCION: Is the act of persuading or coercing a minor into engaging in an
unwanted sexual activity through physical force, threat of physical force, or emotional
manipulation.

SEXUALLY TRANSMITTED INFECTION (STI): Formerly known as venereal disease
or sexually transmitted disease (STD), include more than 25 infections passed from one
person to another primarily through sexual contact. Gonorrhea, Chlamydia and Syphilis
are the only reportable STI’s in Montana.

TEEN/TEENAGER: For this report, a teenager is any individual in the age range of 15-
19. Specific age groupings are indicated when needed.

VERY YOUNG TEEN: An adolescent under 15 years of age.
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METHODOLOGY

Due to the small numbers of pregnancies in Montana, rates in the following tables and
charts are presented for the entire 15-19 year-old age group. It is important to note that
presenting rates on this entire age group may obscure some differences in pregnancy rates
among younger (15-17 year old) and older (18-19 year old) teens.

Whenever possible in the following charts, county pregnancy rates are presented in single
years. For those counties with less than five pregnancies in any of the years (1991-2005),
rates are presented in three year aggregates. Rate charts are not shown for counties with
less th